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Internal medicine residents are usually on the front line of caring for HIV-infected patients. In the second
decade of the AIDS epidemic in Taiwan, a qualitative study was conducted to recognize the concerns
of internal medicine residents in caring for HIV/AIDS patients and to identify possible strategies to promote
HIV patient care that have not been addressed in previous research. Individual in-depth interviews were
conducted with 47 internal medicine residents at a university hospital in Taiwan. Seven factors (stereotypes
of AIDS; fear of transmission; concerns of families, friends, and colleagues; lack of clinical expertise; lack
of collegial support; lack of a sense of accomplishment; and lack of worker’s compensation if infected)
were found to be the chief concerns of participants in providing HIV/AIDS care. Four strategies (education,
clinical experience, safe working environment, and employee benefits) were voiced as those that could
promote health care professionals’ well-being and willingness to provide HIV/AIDS care. The results of
this study are explained in light of the historical, social, and medical contexts in Taiwan.
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In response to the acquired immunodeficiency syndrome
(AIDS) epidemic, the Association of American Medical
Colleges, the American Board of Internal Medicine, and the
American College of Physicians have all asserted that content
on HIV disease must be incorporated into internal medicine
training programs to adequately equip medical students
and residents to face this health care challenge [1]. Taiwan
also faces the spread of this worldwide epidemic. However,
little research attention has been paid to issues related to
internal medicine residents who are usually on the front
line of providing HIV/AIDS patient care in Taiwan. Without
an understanding of these issues, which have been addressed
in the Western literature [2–7], medical educators will over-
look the impact that providing care to AIDS patients has
on medical students and trainees. This could potentially
compromise the quality of HIV/AIDS patient care as well
as health care professionals’ well-being. Therefore, this
qualitative study attempted to provide opportunities for
internal medicine residents to reflect upon and voice their
concerns about providing HIV/AIDS care. The study also
identified possible strategies to promote health care pro-
fessionals’ well-being and willingness to provide this care.
METHODS
Research design and participants
The present study was based on a subset of qualitative data
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collected from September 1999 to April 2001 through in-
depth tape-recorded interviews that focused on gaining a
deep and rich understanding of the factors related to health
care professionals’ willingness to provide care for HIV-
infected patients. It also sought to elucidate their experiences
in providing care for these patients and their suggestions
for promoting quality HIV/AIDS care. Participants in the
larger study were recruited from health care professionals
working in the Department of Internal Medicine in a uni-
versity hospital that is the major referral center in Taiwan
for the management of complications related to HIV infec-
tion. In 1994, this university hospital, the site of the present
study, established a 37-bed integrated inpatient unit, with
nine beds allocated for AIDS patient care. Since then, a 1-
month clinical rotation in this unit has been established for
internal medicine residents during their first or second year
of residency training. As cases of HIV infection rapidly
increased in Taiwan, the number of beds designated in this
unit for AIDS care was expanded to 20. Subjects in the
original study included eight attending physicians, 47
internal medicine residents, and 39 nurses. The interview
data gathered from the internal medicine residents (47
participants) are the focus of this paper.
Data collection
All participants were contacted so that the research study
could be explained to them, and informed consent was
obtained. Participants were invited to provide an individual
interview, lasting approximately 40 minutes, where they
were asked the following questions, “What are your concerns
in providing care for HIV-infected patients?” and, “What
are the possible strategies for promoting willingness among
health care professionals to provide care or treatment for
HIV-infected patients?”After each interview, the researcher
dictated a contact summary of the relevant information
gleaned during the interview and the interviewer’s insights.
These tape-recorded interviews were transcribed verbatim,
keeping identifying information anonymous, in order to
maintain data integrity and reduce perceptual bias.
Data analysis
Open coding and constant comparison procedures were
applied to analyze the verbatim interview transcripts [8].
The transcripts were read word by word and line by line in
order to identify major themes of concern among internal
medicine residents related to caring for HIV/AIDS patients,
as well as the proposed strategies for promoting HIV/AIDS
care. A conceptual code name was given to a sentence, a
paragraph, or paragraphs. These coded sentences and para-
graphs were compared and contrasted [8]. By grouping
similar concepts into the same factor categories, seven
concerns and four strategies eventually emerged.
RESULTS
Demographic characteristics
Study participants consisted of 38 men (80.9%) and nine
women (19.1%); their mean age was 27.8 years (range,
24–33 years; standard deviation, 2.1 years). Most of the
residents (39 participants) were single and eight were
married, three of whom had children. Of these residents,
27 (57.4%) were in their first year of residency, 17 (36.2%)
were in their second year, and three (6.4%) were in their
third year. Thirty participants (63.8%) had taken a course
on HIV/AIDS care as medical students, and 34 (72.3%) had
received HIV/AIDS-related in-service training. Among
the 47 residents, 37 (78.7%) had participated in a 1-month
clinical rotation in the AIDS unit. Most residents (83%)
had provided care for at least one HIV-infected patient in
their practice. They had different levels of HIV/AIDS
care involvement: 18 residents (38.3%) had cared for one
to five HIV/AIDS patients, 12 (25.5%) for six to 10, seven
(14.9%) for 11 to 15, and two (4.3%) had cared for 16 to 20
HIV/AIDS patients.
Concerns about HIV/AIDS patient care
Concerns voiced by these residents about caring for HIV/
AIDS patients were related to stereotypes held by society
about people with AIDS; fear of transmission; concerns of
their family, friends, and colleagues; lack of clinical exper-
tise; lack of collegial support; lack of a sense of accomplish-
ment; and lack of worker’s compensation if infected. Exam-
ples will be used to illustrate each concern.
Stereotypes of AIDS
Participants acknowledged the relationship between biased
attitudes toward HIV/AIDS and their reluctance to parti-
cipate in providing HIV/AIDS care. Connections between
HIV/AIDS and socially stigmatized groups, such as homo-
sexuals, prostitutes, or drug addicts, are still firmly held. As
stated by two of these residents:
“The general public equates AIDS patients with
homosexuals, sexual promiscuity, or drug addicts. The
pervasive negativism toward AIDS shows the biased
attitudes of the general public. I think that society has a very
limited understanding of AIDS, but has a deep prejudice
against AIDS and AIDS patients.” (R28)
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“People still believe that AIDS infection is contracted
from prostitutes or homosexuals. That is why lay people
refer to this disease as ‘filthy’.” (R10)
Many participants reported that this prejudice would
influence their willingness to participate in providing HIV/
AIDS care:
“Some people just cannot tolerate homosexuality. They
don’t want to work here (AIDS unit), because they loathe
this kind of patient.” (R22)
Fear of transmission
Participants fear that they are at risk of contracting the dis-
ease when involved in providing AIDS care. Some chose
to lower their opportunities for coming into contact with
HIV/AIDS patients as much as possible in order to reduce
the possibility of transmission:
“Needless to say, AIDS is an infectious disease. The
fewer the contacts, the less chance that you have of becoming
infected. That is my main concern.” (R18)
Some participants indicated that it is unrealistic to expect
every physician or nurse to accept AIDS patients because of
the risk of transmission involved in providing AIDS care:
“We all have had the experience of having a needle
stick...can you imagine the moment when you got a needle
stick?...it would be too late to feel regret at that moment.”
(R13)
“It is hard to say when you might get cut with a scalpel
during surgery. Although you will be extremely careful
while treating HIV/AIDS patients, accidents still might
happen. No one is willing to take this risk.” (R25)
Participants also emphasized that the personal im-
plications of being infected included being subjected to
social prejudice, as well as the impact on their families:
“Unlike other incurable diseases, such as hepatitis B
or C, the reason that AIDS is singled out might be because
of underlying social values. HIV/AIDS patients are
stigmatized. Health care professionals also worry that they
would be similarly judged if they got this disease.” (R8)
“If I accidentally got AIDS because of doing an
endoscopy, it would be impossible to have children in the
future and that is not fair to my wife.” (R38)
Although participants were aware of the actual risk of
transmission, some participants acknowledged the dis-
crepancy between their intellectual understanding and
subjective feelings as a factor related to their reluctance to
provide AIDS care:
“I know that AIDS can only be transmitted through
sexual behaviors, by blood, etc. Merely talking or touching
(patients) would not infect you. We all learned this in class,
but I was still worried when I came to this (AIDS) unit and
avoided touching them. I was thinking that maybe I could
get infected with HIV/AIDS by talking or through physical
contact, and that the research hasn’t found this out yet.”
(R29)
Concerns of families, friends, and colleagues
This theme indicates the worries that families, friends, and
colleagues have that influence these physicians’ attitudes
towards working with HIV/AIDS patients. Many parti-
cipants reported that the reactions they received from their
families, friends, or colleagues added to their concerns
about caring for AIDS patients:
“My family worry so much. They said, ‘Good heavens,
you are going to care for HIV/AIDS patients? You have to
be careful, extremely careful.’ Then they would say, ‘Why
are you still there (AIDS unit), why has the rotation not
ended?’ ” (R13)
“My friends always joked with me, saying, ‘Keep away
from me because you work in that (AIDS) unit.’ Maybe
it was a joke, but it is also possible that they were really
scared.” (R24)
Some participants expressed their concerns of being
associated with AIDS care. This implied that AIDS would
shadow their professional and personal images and that
their families might also be affected:
“I have heard nurses call a professor who specialized in
providing AIDS care ‘Uncle AIDS.’ The nurses said that
they felt really scared when he comes...it would be one of
the barriers for me providing HIV/AIDS care if I knew
people would talk about me like this...when I recall how the
nurses talk about that uncle AIDS, I feel that I don’t want to
be like him.” (R29)
“What if my child’s classmates said that her/his mother
worked in the AIDS unit? I would not want my child to
experience prejudice from other people.” (R29)
Lack of clinical expertise
Participants were concerned about not having sufficient
clinical experience in providing adequate treatment for this
disease, a factor that increased these residents’ reluctance to
provide HIV/AIDS care:
“There are too many complications with terminal AIDS
patients, and these complications are not easy to handle. If
you are unable to handle these AIDS complications (and
you still want to provide AIDS care), then you are looking
at trouble for yourself.” (R42)
“As a medical student, I got the impression that it was
very difficult to take care of these patients. Complicated
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cases were presented and discussed during those big in-
ternal medicine conferences. It seemed to be so difficult to
handle their complications, and they will not be cured. Be-
sides, their immune system does not work for them. They
are easily infected and need so many different kinds of
medications.” (R7)
Lack of collegial support
Participants confront resistance to care in collaborating
with other medical specialties in providing comprehensive
AIDS care:
“AIDS is a complicated disease that needs collaboration
among many specialties. However, not all specialties have
the same level of expertise. This creates difficulties with
collaboration among specialties.” (R27)
Unfortunately, the resistance from colleagues related to
treating HIV/AIDS patients was compounded by the lack
of clinical expertise. Participants reported difficulties when
they consulted other specialties:
“Many health care professionals who have not worked
in this (AIDS) unit did not know much about this disease
(AIDS). Misleading news from the media compounds this
lack of understanding, which makes them more against
AIDS patients.” (R7).
“It is really difficult to find doctors who you can refer
AIDS patients to. Treatment may be delayed in certain
departments because there are only a few doctors who are
willing to see AIDS patients.” (R5)
“The surgeon declined to do it (put in a port for an AIDS
patient). At the beginning, he gave me various reasons.
When I told him that those reasons were not sound, he
admitted that he refused because he did not want to do it
for an AIDS patient.” (R14)
These physicians felt they did not always receive support
from other health care professionals. As a result, this dif-
ficulty added an emotional burden to their work. At times,
they were also confronted with patients’ dissatisfaction
with their care:
“I felt so powerless. Treatment for patients’ very simple
symptoms might be delayed because of lack of support from
other departments. As internal medicine physicians, we
cannot solve every single medical problem. So not only
would you feel really powerless if there was no support from
other departments, but the patient would blame you. The
patient felt that you did not do anything for him, but actually
you had been trying to get help from other departments and
no one was willing to come to support you.” (R25)
Ironically, one participant expressed that resistance to
care by hospital staff ran much more deeply:
“When we cancelled a scheduled biopsy because the
patient died, we heard the staff cheering from the other side
of the telephone. I felt that we paid lip service when we said
that we treated AIDS patients like every other patient. At
times, I felt frustrated for not having professional support
from other departments.” (R11)
Lack of a sense of accomplishment
Caring for HIV/AIDS patients was a burden for some par-
ticipants because of the complicated and incurable nature of
AIDS:
“Many complications occur in the final stage of HIV
infection that are difficult to manage. Even if you have the
ability to handle these complications, my concern is the
possibility of sacrificing personal quality of life because the
extra demands of providing clinical HIV care might absorb
all of your energy.” (R42)
These residents also faced the fact that AIDS is an
incurable disease, and that the patient’s dying process
might be reflected as their professional and personal failure:
“I feel that treating AIDS patients is very similar to
treating patients in the oncology department. I don’t get a
feeling of accomplishment. You just watch patients get
weaker slowly until finally there is failure. No matter what
procedure you do, it is not helpful to the patients.” (R43)
“It feels like you are powerless. This is the same reason
why many people do not want to care for oncology patients.
The bottom line is that they are incurable. Actually, no phy-
sician likes treating those incurable diseases, because you
feel useless when the patient dies.” (R19)
This unpleasant feeling, added to the lack of collegial
support, was found to contribute to further reluctance to
become involved in providing AIDS care:
“I really think it is a matter of accomplishment. When I
worked in other units, I could handle things efficiently and
nicely, which gave me the feeling of accomplishment. If you
always were refused when asking for support, you would
really feel you couldn’t do this (AIDS care) anymore.” (R25)
Lack of worker’s compensation if infected
Participants were insecure because they were not being
protected in terms of workplace insurance and compensation
if they became infected with AIDS at work. The participants
further expressed that sometimes, the compensation is
meaningless because AIDS has such a profound impact on
people’s lives:
“The present medical environment in Taiwan is that if
you become infected because of doing an operation on them
(AIDS patients), then no one would save your life and you
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will not receive any compensation. Why bother to take this
risk when there is no compensation at all?” (R15)
“No worker’s compensation is available if you indeed
become infected from work; it’s devastating and detrimen-
tal. On the other hand, even if there was worker’s compensa-
tion and you received financial compensation, it does you
no good given that you were infected in your 20s or 30s.
The rest of your life becomes meaningless. You need to
face everything on your own.” (R39)
“It takes years to train a physician, nurse, or other health
care professional. Their lives would be ruined if they got
infected from work, especially when there is no compen-
sation available.” (R2)
Strategies to promote physician involvement in
HIV/AIDS care
Participants identified four strategies for promoting
provision of HIV/AIDS care by physicians that included
education, clinical experience, safe working environment,
and employee benefits.
Education
Participants suggested that medical education should
aim to improve physicians’ understanding of AIDS and
enhance their clinical competence, targeting in particular
their fear as well as current practices related to universal
precautions:
“AIDS education should be expanded. Involvement is
impossible if fear exists. Professionals need to understand
that it is not that easy to get infected...and they should try to
understand this disease rather than avoid it since you real-
ly cannot avoid it anyway. So it is more important that you
understand and face this disease.” (R19)
“We should let everyone understand that AIDS is not
that horrible. Your fear stops you from wanting to care (for
AIDS patients). There would be no (transmission) problem
as long as we practice good protection procedures.” (R24)
“The primary focus of professional education should be
self-protection by assuming every patient is HIV positive.
Then professionals need to learn that it is not that easy to
transmit HIV.” (R46)
“What we have learned about AIDS is very superficial,
so we do not really know about this disease. We should
have a comprehensive course on AIDS that is not limited
to its transmission process, but also focuses on clinical
aspects.” (R43)
Participants also recognized the close association
between public education and changes in professionals’
attitudes:
“If our society can be more accepting of these (AIDS) pa-
tients, professionals’ concepts would change sequential-
ly. Education of the public is as important as professional
education.”(R3)
Clinical experience
Many participants suggested that giving health care
professionals opportunities to participate in HIV/AIDS
care would increase their clinical experience and lower
their level of fear towards HIV/AIDS. Moreover, it could
also update their clinical practice by exchanging opinions
and experiences with health care professionals from other
hospitals:
“A possible solution is to let professionals come here
(AIDS unit). I think the best way is to have personal con-
tact with HIV patients. Lectures in classrooms are not so
effective.” (R24)
“It would be good if we could establish a demonstration
(AIDS) ward and exchange program to let professionals
from other hospitals come to learn from our experience.
I noticed that if professionals understand this disease
(AIDS) more, they do not discriminate against these pa-
tients.” (R15)
Safe working environment
Many of these residents suggested that a safer working
environment should be provided in order to persuade
health care professionals that their individual safety is
guaranteed:
“Universal precautions should be promoted. We wear a
special mask when we do catheterization here (AIDS unit),
but the equipment is not available in other units of this
hospital. This misleads physicians into thinking that they
only need to be extra careful in the AIDS unit. They are not
used to implementing universal precautions in their normal
practice.” (R19)
“I think more research effort should be made to develop
equipment (to protect professionals from AIDS infection).
Surgeons especially perceive higher stress, and thus de-
signing protective equipment for them is crucial.” (R7)
Employee benefits
Many participants expressed that improving employee
benefits would make providing HIV/AIDS care more
attractive to physicians. The benefits identified were higher
salaries, worker’s compensation, and a lower workload:
“A higher salary would be the first incentive for me to
spend extra time to care for patients (with AIDS) who
would make me worry (about becoming infected). Second
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is the workload. If more people were employed and we
had a reduced workload, then we would all have an easier
time.” (R42)
“If comprehensive compensation was guaranteed if
you became infected with HIV because of work, many
physicians might be more willing to provide AIDS patient
care.” (R46)
Participants also acknowledged the short-term effect of
better benefits in comparison with fundamental changes in
professionals’ attitudes.
“Higher salaries plus insurance might immediately
attract people to work in AIDS patient care. Then you could
reduce their working hours so they could concentrate more
at work. If their work shifts were less frequent, there would
be less chance of them being accidentally stuck by an in-
fected needle due to lack of sleep. In the long run, a con-
ceptual change is necessary for professionals to become
further involved in AIDS care. Professionals should not
separate AIDS as a horrible disease from other diseases.
They should treat AIDS patients similarly to how they treat
other patients.” (R39)
DISCUSSION
The historical, social, and medical contexts specific to Tai-
wan will help us to further understand the chief concerns
of residents involved in AIDS care. During the first decade
of the HIV epidemic in Taiwan, this study’s participants
were medical students. Their attitudes might have been
overshadowed by the pervasive misconceptions, fear, and
stigma around HIV/AIDS that existed in society at that
time. The content of their medical education related to
AIDS might also have been influenced by the lack of effec-
tive HIV treatment. The comments of these participants
seemed to imply a long-lasting effect of the biased social
climate as well as ineffective treatment available during
the early stage of Taiwan’s AIDS epidemic, since many par-
ticipants expressed their deeply held beliefs that HIV-
infected patients were difficult to treat, expressed a preju-
dice against homosexuality, and had a biased understand-
ing of the transmission path of AIDS. During their residency
training, public education in Taiwan had just begun to shift
from fear-based to an emphasis on acceptance of and car-
ing for HIV-infected patients. Highly active antiretroviral
therapy has been available since 1996. However, it appears
that these participants’ experiences did not fully reflect the
latest changes in public education strategies and advances
in HIV treatment in Taiwan, since fear of transmission and
stereotypes of AIDS patients were repeatedly mentioned
despite advances in treatment and new information deliv-
ered by educational campaigns. Future studies might be in
a better position to observe and document the effects of
these changes.
Lack of collegial support, lack of a sense of accomplish-
ment, and lack of worker’s compensation were unique
findings of this study. Participants voiced their struggles in
seeking clinical support from different medical specialties.
This has created barriers to the efficiency of their clinical
work and compromised the quality of their clinical services.
The resulting frustration was compounded by the lack of a
feeling of accomplishment in treating patients’ challenging
clinical conditions. This clinical experience might reinforce
their impression, especially as medical students, that pa-
tients’ conditions are difficult to handle and intensify their
concerns regarding their lack of expertise in HIV/AIDS
care. Another factor that might account for participants’
lack of a feeling of accomplishment is their personal values
and missions as physicians. Some participants expressed
their consideration of the demands inherent in providing
AIDS care in light of the quality of their personal life. Others
indicated that the progression of the disease and the suffer-
ing of the patients provoked their feelings of frustration
and hopelessness, and that is one of the most challenging
and emotionally-charged issues confronting physicians
and other health care professionals [9]. Lack of worker’s
compensation, which was not widely mentioned in pre-
vious studies, reflects residents’ concern about the organi-
zational context of their work. Several participants express-
ed that it was impossible for them to accept the risk of oc-
cupational exposure while there was no compensation or
insurance provided to hospital staff. In other words, their
quality of life was not guaranteed if they contracted HIV
infection in the workplace.
What complicated participants’ concerns about AIDS
care was the complex interconnectedness of their concerns.
Participants’ own and their colleagues’ fear of transmission
and the concerns of families and friends, which might be
rooted in stereotypes of AIDS, might distance them from
HIV patients and the professional field of AIDS care. This
seems to be closely related to their lack of expertise, similar
to findings in the literature that lack of knowledge of AIDS
is related to fears and concerns about contagion [10,11].
When participants encounter resistance from their pro-
fessional colleagues towards helping to provide care for
AIDS patients, their own resistance to providing care may
be heightened, which also can be a reflection of society’s
desire to ostracize AIDS and HIV-infected patients. The
Kaohsiung J Med Sci October 2004 • Vol 20 • No 10
P.C. Hsiung and Y.F. Tsai
498
simultaneous experience of these three sources of resis-
tance might magnify participants’ feelings of frustration
in providing AIDS care. Concerns of colleagues and lack of
collegial support might also raise a concern among parti-
cipants of marginalization in the arena of their profes-
sional career that is parallel to patients’ being ostracized in
society.
Participants noted four strategies strongly related to
their identified concerns. Education programs would be
the key to improving people’s knowledge and attitudes
[12]. The focus should be on providing accurate knowledge
and current information on the AIDS epidemic and disease
management, as well as emphasizing the human values
and ethics and, hence, addressing the fears about and
stereotypes of AIDS. Several studies found that health care
professionals who had better knowledge of AIDS expressed
more positive attitudes and a greater willingness to provide
AIDS care [13,14]. Furthermore, health care professionals
should also be made aware of the dangers inherent in
exposure to any infectious disease, and they should also
understand that adherence to universal precautions can
significantly reduce the risks of transmission when treat-
ing patients with AIDS [3]. Cooke also emphasized the
importance of encouraging and recruiting health care
professionals in all areas to participate in AIDS care [2].
Training programs that provide opportunities for
professional growth and enhanced clinical competence
might make caring for HIV patients intellectually stimu-
lating and emotionally gratifying [1,2].
Participants also identified two strategies at the organi-
zational level: safe working environment and benefits. The
availability and accessibility of infection control devices are
crucial to all health care professionals. Nevertheless, pro-
viding a better work environment, such as opportunities
for flexible scheduling [2], might also contribute to a safer
working environment. Flexible schedules would permit
health care professionals to vary the length and frequency
of their shifts and to work with patients of different levels
of acuity, allowing professionals to rest and renew them-
selves [2]. Allowing health care professionals sufficient
break time might indirectly contribute to providing a safer
working environment, since they would be able to concen-
trate more and, hence, reduce the injury rate at work. To
sum up, the strategy of a safe work environment can be ad-
dressed by both tangible equipment as well as changes in
workplace policies.
The final organizational approach was related to bene-
fits. It was suggested by these participants that the salary,
insurance, and compensation system, as well as workload,
would be incentives for participating in providing HIV/
AIDS care. Researchers have urged health care profession-
als, training programs, and hospital administrators to de-
velop and implement policies that would ensure that pro-
fessionals have life and disability insurance as well as
worker’s compensation in situations where they are at risk
of occupational infection [1,2]. In order to make this strategy
effective, it is important to address the benefits that health
care professionals really want and need.
Although this study has successfully identified residents’
concerns related to providing care for HIV/AIDS patients
and strategies for promoting HIV/AIDS care among health
care professionals, there are some limitations. Given the
study’s confined geographical area and qualitative orien-
tation, and the cross-sectional nature of the data, caution
is warranted in generalizing the results to a broader pop-
ulation. Future efforts are called for to conduct an inter-
ventional study with a longitudinal perspective to assess
the cumulative effects of these strategies.
In spite of these limitations, this study had several
strong aspects. First, it adopted in-depth interviews, which
enabled us to uncover factors related to willingness or re-
luctance to provide HIV/AIDS care. Second, the experi-
ence of caring for HIV-infected patients enabled partici-
pants to have a better understanding and comparability
of the feelings, circumstances, and differences between
caring for HIV-infected versus uninfected patients. Third,
the study extracted several concerns that have contin-
uously existed during the past 20 years regardless of
more recent improvements in the treatment of AIDS. This
reminds us of the long-lasting effects of a biased social
climate and ineffective treatments provided during the
early stages of the AIDS epidemic in Taiwan, which need to
be tackled. Finally, acknowledging and appreciating resi-
dents’ concerns about HIV/AIDS care permits medical
educators to develop more focused and effective inter-
ventions to address these needs. It is expected that these
efforts will benefit health care professionals as well as en-
hance the quality of AIDS patient care in Taiwan.
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